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I) employment can affect health; 2) health can affect 
employment; or 3) a third set of factors, such as marital 
status, income or education can affect both health and 
employment. Adding further complexities are myths and 
biases about women's work, the hidden or overlooked 
health risks faced by women at work, and the lack of 
adequate research on working women who are still seen as 
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exceptional, despite the fact that a majority of Canadian 
women now work. 

In this brief review, I summarize what is known about 
women, work and health, dispelling some myths and 
misconceptions. I examine the particular and often 
unrecognized health risks faced by women who work. In 
light of what is known, I explore some challenges in 
developing health promotion programs for women at the 
worksite, and offer a critique of the problems which 
characterize worksite health promotion efforts. Finally, I 
suggest some principles which might be useful in guiding the 
establishment of health promotion programs for working 
women in the future. 

Women, Work and Health: What is Known? 
Less is known about working women's health risks and 

benefits and the relationship of work and health among 
. women than should be. '·

2.3 Work has been assumed to be 
what men do. 4

•
5 Research has largely focussed on men and 

men's health risks at work to the neglect of women. The 
findings of some studies of men are then generalized, often 
inappropriately, to women.4 The problem of bias is 
exacerbated by the widely held assumption that men's 
higher mortality, when compared with women's, results 
from their greater exposure to health risks at work. 

Women who are housewives have long been assumed to 
have limited health risks, an assumption being increasingly 
questioned as research accumulates. 3 As more women join 
the paid work force, it has been predicted that women's rates 
of morbidity and mortality will increase, although this is 
being challenged. 4 The logic is clear, although the evidence 
less so - that work is hazardous to health and that as 
women increasingly assume a male pattern of work, their 
health will suffer, as men's health has suffered in the past. 
This assumes that work is a primary stressor and risk source, 
whereas home is a sanctuary from stress. The implicit 
assumption is that women's home-based roles are "natural" 
and therefore freer of stress than work.4 A class bias is also 
present in this thinking since it was middle and upper class 
women who remained at home (and still do) to a larger 
extent than poor or working class women. The class 
position of housewives relative to working women may 
artificially innate the finding that women at home 
experience less stress than women who work. 

Research evidence on the effects of employment on 
women's health is mixed, but suggests increasingly that 
employed women tend to have better health than 
housewives. 2.3.4.6.7.8 A number of recent studies have shown 
that the health of employed women is significantly better, 
both mentally and physically, than the health of women at 
home,9.1O." and that contrary to popular belief, women in 
occupations with higher status experience even more 
advantages to health. 3•

" 
Waldron3 reports findings from 

many studies in the United States which show that 
employed women generally rate their health as better than 
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housewives, and women who enter the work force after 
being housewives experience improved health. It may be as 
Lapierres suggests that "the remuneration (even minimal) 
received by women working outside the home confers a 
certain prestige that housewives do not enjoy." This prestige 
may translate into better self-perceived health. 

However, the effects of health and lifestyle on 
employment may confound the neatness of this relation­
ship. For example, Waldron3 reports that housewives are 
more likely to experience chronic health problems than 
employed women. It may be that these problems prevent 
them from seeking employment, while employed women 
might be "selected" into employment by their ex.cellcnt 
health and high energy levels. However, selection factors 
may account for only a small portion of the differences. An 
impressive number of studies have found that housewives 
experience a much higher risk of depression than employed 
women.4 Housewives could also have more opportunities, 
or fewer deterrents, to be sick and visit doctors. Lapierres 

reports that in Canada, nearly twice as muny housewives as 
employed women visited a doctor ten or more times ill the 
year preceding her study. 

The effects of health on women's employment may be less 
clear-cut than for men. Women may less often seek, or have 
the option of seeking, disability benefits. They may, 
therefore, be "hidden" in data and studies, as housewives 
rather than as unemployed, disabled, or unemployable 
workers. Some support [or this hypothesis is found by 
Waldron3 who notes that the proportion o[ U.S. housewives 
who give poor health as their reason for not working is' 
roughly equivalent to the excess in chronic illness of 
housewives over employed women. Chronic illness may also 
inhibit women to a greater extent than men in seeking 
employment due to the lesser demand [or female labour and 
discrimination against women. 

The findings of positive effects of employment on 
women's health tend to overlook specific health risks faced 
by working women. These might be grouped into four 
overlapping categories: occupational hazards, stress, family 
and social roles, and lifestyle. In terms of occupational 
hazards, the general assumption that women face fewef' 
risks than men because of the type of work they do is being 
questioned, although there is little doubt that the risks are 
different. Women of childbearing age face particular risks if 
they work with toxic substances, not only to themselves but 
to their unborn children.s.12 Clerical workers may be 
exposed to hazardous levels of ozone, methanol and other 
chemicals from copying machines,2.J.'J as well as the possible 
risks associated with prolonged use of video-display 
terminals. Health care workers, of which women comprise 
the majority, face hazards related to infection (now 
including AIDS, back strain and injury from lifting 
patients; and among operating foom personnel, there afC 
risks of miscarriage and cancer due to exposure to 
anesthesia. Women in most occupations have less 
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opportunity than men to avoid secondhand smoke in the 
workplace, because they more often work in lower paid jobs 
without the possibility of control or the perks of status. 

Stress, family roles and lifestyle merge as health risks for 
employed women. Women more often than men work in 
monotonous, poorly paid, insecure jobs which have been 
found to be associated with lowered psychological and 
physical well-being.J.4.'4.'5.'6 Women more often than men 
face job-worker mismatch as a result of discrimination, 
which has been found to be related to elevated stress and 
alienation. 14 Although housewives and employed women 
both face stress associated with doing boring work not 
under one's control, the stresses may be different.·1.4 

Women's responsibility for home and child care, whether or 
not they also work outside the home, can result in the 
stresses of work and role overload.4.'7.'8 Women more often 

I take the blame for family stress, which may add to stress­
induced illness. 

Lifestyle effects on health among employed women are 
variable. Slightly more women who work smoke, 
particularly among older workers in the U.S.,3 but few 
differences have been found in Canada. s A slight tendency 
for employed women to drink more has been found,S but 
alcohol consumption for both housewives and employed 
women increases as income rises. Women who work have a 

i tendency, on average, to be slimmer than women who are 
housewives, thus reducing their health risks somewhat. 
Women supporting families on their own, whether married 
or not, face the enormous stress of trying to live on an 
inadequate income at the same time as balancing family and 
work responsibilities. '9 

In addition to these problems, women who work may face 
sexual harassment or threats of violence in the workplace, 
or in going to and from the workplace. The peculiar 
conjunction of women's lower economic status and 
women's sexual position produces sexual harassment which 
undercuts women's potential in two ways: by using their 
employment position to coerce them sexually and by using 
their sexual position to coerce them economically.20 The 
suffering and fear of job loss associated with sexual 
harassment has led the Province of Quebec to declare that 
sexual harassment is a compensable work injury.21 Threats 
of assault andl or fear of assault either on the job or in going 
to or from the worksite also elevate women's anxiety levels 
and curtail their opportunities. These factors have been 

i recently acknowledged as having health consequences for 
women.20.21 

Challenges to Worksite Health Promotion for Working 
Women 

With greater proportions of women spending more of 
their lives in paid work, the worksite might be seen as an 
excellent and underutilized place for health education and 
health promotion. Clear opportunities are provided for 
building into the work day programs intended to reduce 

September / October 1987 

illness and disability, and to encourage healthy lifestyles and 
habits. The potential benefits from such efforts could 
include reduced absenteeism and stress-related illnesses and 
problems, happier employees with healthier and possibly 
longer lives, reduced health care costs and reduced disability 
and survivors' benefits. A bonus of programs directed at 
women might be that they, as principal caretakers and 
socializers of children, could convey to their children what 
they have learned. What are the challenges to developing 
such programs, given the current state of knowledge about 
women, work and health? 

Despite the impressive strides made recently in 
understanding health, much remains to be known. As Van 
Loon states, "Beyond a few relatively well-known 
principles, there still remains some doubt about what 
'causes good health' and a great deal of doubt about the 
efficacy of government [or anyone else) in promoting even 
those factors we can identify."22 Health promotion, 
although undeniably important and likely the way of the 
future, is in its infancy compared to the emphasis and vast 
amount of research done on the medical aspects of illness 
and cure. Health promotion still exists as an alternative 
perspective with all the connotations, good and bad, 
inherent to any alternative approach. It also faces challenges 
as a result of its orientation which have little to do with its 
relative youth. 

The growing number of critiques of health promotion, as 
it is presently defined,V.24.25.26 call attention to potential 
problems and limitations. In summarizing some of these 
critiques here, I intend to highlight their relevance to the 
development of worksite programs for women rather than 
provide any comprehensive critique. Central to health 
promotion is the definition of individuals as consumers 
rather than as workers.26 This leads to the focus in health 
promotion on lifestyles, diet, consumption, exercise, levels 
of expectations, personality type, smoking habits ane! 
utilization of health services. Programs aimed at well ness 
become individualized,2-1 despite their mass participation. 
Other factors crucial in the creation of illness such as 
poverty, occupational hazards, socio-economic inequality, 
racism, sexism, and environmental pollution are 
deemphasized as health problems.23.24.26 Navarro2!. further 
argues that the place of work in organizing social life, 
including health, illness and death, tends to be overlooked 
by health promoters, thus rendering health a commodity to 
be bought and sold by individuals rather than a political or 
social force. Navarro gives an example: the American 
Health Foundation, a prestigious forum for the U.S. 
medical establishment, has recommended placing older 
workers in jobs where exposure to carcinogens occurs, on 
the assumption that they will die before they develop cancer! 

A further criticism of health promotion programs is that 
their orientation is such that they may overlook those who 
need them most.2U 7 This stems from a set of interrelated 
problems with health promotion: I) it tends to bc directed 
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toward those who believe that individual effort will payoff, 
largely white-collar workers; 2) it encourages individuals to 
take control of their lives, something not easily possible for 
the poor, the working class or the unemployed; 3) it is often 
focussed toward those whose companies stand to gain the 
most, such as executives and managers; and 4) the structural 
components of health and work tend to be overlooked, so 
that it may not be recognized that some blue collar 
employees worry that health-testing could cost them their 
jobs. For all of these reasons, worksite wellness or health 
promotion programs must be implemented with sensitivity 
and awareness of not only the worker's situation, but also 
the limitations of the health promotion approach itself. 

What implications might this discussion have for the 
development of worksite programs of health promotion for 
women, given the current state of knowledge about women, 
work and health? First, worksite health promotion 
programs developed for men, particularly upper manage­
ment men, are not fully appropriate for women. 28.29 Women 
work in different structural situations with less control over 
their work and lives generally,2S with less acceptance that 
individual effort pays off (it often doesn't [or women who 
work hard but still get less pay and less opportunity than 
men), with more role overload, with less flexible working 
hours, and perhaps most importantly, with the prevalent 
belief that women are not really workers after all. This latter 
belief means that women's work-related health risks are 
more often overlooked or dismissed on the grounds that if 
they cannot take it (implicitly "like a man"), then perhaps 
they should not be working.JO Worksite health promotion 
programs for women must be created for women and be 
free, insofar as they can be in male-dominated society, of 
male biases. 

Second, health promotion programs for women workers 
should attend as much to the particular workplace hazards 
and risks faced by women as to promoting well ness. The 
structural place of women in the work force, for the most 
part, is such that many feel they must tolerate risks to keep 
their jobs in order to feed their children and pay the rent. 
This is similar to the position of many blue collar workers 
who may be reluctant to complain about health hazards at 
work for fear of losing their jobs or having the company 
close. Women, however, face additional problems. Among 
these are the fact that women are less often unionized and 
hence vulnerable to job loss, and to having no collective 
voice for their health concerns. Women also face different 
job-related health risks than men do, as seen earlier. These, 
women workers fear, might cause employers to fire 
pregnant women or women of childbearing age or to 
discriminate against women workers more seriously, since 
they could be seen as too delicate to handle hard work. Fee31 

cites the case of four women workers at American 
Cyanamid who underwent sterilization operations in order 
to keep their jobs. Complaints about reproductive risks 
women face is used to justify continued lower wages for 
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women as well. In this climate, if a company offers a health 
promotion program with fitness-testing, it is easy to imagine 
how it might be viewed with suspicion by some women 
workers. Some women might fearjob loss if they prove to be 
unfit for work. Others might feel that they, as individuals, 
are being held responsible [or their own heaiLh maintenance 
in a situation in which the company itself risks their health 
with impunity. 

Third, women tend to be intimately acquainted with the 
phenomenon known as victim-blaming. For example, if a 
poor woman's child falls down stairs that are structurally 
unsound or eats peeling apartment paint, the woman is held 
accountable for not being a good mother.·")) Similarly, if a 
woman is sexually assaulted, no matter what her age, 
appearance or dress, police and judges often hold her 
responsible for being too alluring or being in the "wrong 
place at the wrong time." Health promotion has thc 
potential of ind ucing guilt and added stress in working 
women who already face role overloads, by holding (helll 
responsible for their health problems as individuals. This is 
a potentially serious problem in mounting worksite health 
promotion programs for women. Sensitivity to womcn's 
situations, not only at work but in society, must be built into 
well ness programs in order for them to have the desired 
effects of reducing stress and improving well-being. 

Fourth in a less than comprehensive list, in implementing 
worksite health promotion programs for women, the 
concept of health promotion as it now exists may need 
broadening. Rather than focllssing only on the traditional 
concerns of weight control, exercise, stress reduction, diet, 
smoking cessation, etc., some attention might be given to 
recognizing the health promotion possibilities inherent in 
addressing women's structural problems in the workplace. 
For example, improving opportunities for women to earn 
more, be promoted, have dignity in the workplace, or have 
on-site day care, could go a long way towards promoting the 
health of women workers. Similarly, serious attention to the 
health problems women at work face as a result of sexual 
harassment and assault might red uce womcn's stress and 
improve their health. Recognition by cmployers that 
women face multiple responsibilities at work and at homc, 
but without penalizing them for this, may reduce womcn's 
stress and enhance well-being. This could have the further 
beneficial effect of granting male workers and employers 
permission to admit their own family stresses (and joys), 
thereby possibly reducing their stress as well. 

Conclusion 
I n this brief examination of the challenges to developing 

worksite health promotion programs for women, it is , 
apparent that the need exists for such programs. Despite the 
fact that employed women are generally in better health 
than housewives, employed women face health risks, some 
of them quite serious, that could be addressed in part by 
sensitive, carefully designed health promotion programs. 
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Given that the majority of Canadian women now spend a 
substantial portion of their lives working outside the home, 
it seems important to address the health needs of working 
women. The worksite could be an excellent place in which to 
do this. Given women's longer life expectancy when 
compared to men and their greater utilization of health care 
as they age, successful worksite health promotion programs 
could enable more women to live more of their lives in a 
healthy state. It is clear, however, from this examination of 
what is known about women's health and work and about 
health promotion, that program development for women 
workers, to be successful, will have to account for women's 
different situations, both at work and in society. 

Acknowledgements 
I am grateful !O Boyd SUllie. Roy Cameron, and Vivienne Wallers. 

REFERENCES 
I. Feldberg RL, Nakano Glenn E. Male and Female: Job Versus Gender 

Models in the Sociology of Work Social Problems 1979; 26: 524-528. 
2. Stellman .1M. Women's Work, Women's Health: Myths and Realities. 

New York: Pantheon Books 1977. 
3. Waldron I. Employment and Women's Health: An Analysis of Causal 

Relationships Chapter 6, in: Fee E, Ed., Women and Health: The 
Politics of Sex in Medicine. Farmingdale, New York: Baywood 1982. 

4. Baruch GK, Biener L, Barnett RC. Women and Gender in Research on 
Work and Family Stress Am Psychol1987; 42(2): 130-136. 

5. "Beyond Male Bias in Occupational Health," An Interview with Stan 
Gray, Hamilton Worker's Occupational Health and Safety Centre. 
Healthsharing 1985 Summer: 20-22. 

6. Eichler M. Families in Canada Today: Recent Changes and Their 
Policy Consequences. Toronto: Gage 1983. 

7. Haw MA. Women, Work and Stress: A Review and Agenda for the 
Future J Health Soc Behav 1982; 23: 132-144. 

8. Lapierre L. Canadian Women: Profile of their Health. Ottawa: 
Statistics Canada, 1984 Cat. No. 82-S42E. 

9. Verbrugge LM. Women's Social Roles and Health, in: Berman P, 
Ramey E, Eds., Women: A Developmental Perspective. Bethesda, 
Maryland: National Institute of Health, 1982. Publication No. 
82-2298. 

10. Kessler RC, McCrae JA. The Effects of Wives' Employment on the 
Mental Health of Men and Women Am Sociol Rev 1982; 47: 216-227. 

II. Baruch G K, Barnett RC, Rivers C. Lifeprints: New Patterns of Love 
and Work for Today's Women. New York: Signet 1985. 

September/October 1987 

12. Chavkin W, Ed., Double Exposure: Women's Health Hazards on the 
Job and at Home. New York: Monthlv Review Press 1984. 

13. Stellman JM, Daum SM. Work is Dangerous to vour Hcalth. New 
York: Vintage Books 1973. ~ . 

14. Coburn D. Job Alienation and Well-Being Chaplcr 5: in: Navarro V, 
Berman OM, Eds., Health and Work under Capilalism: An 
I nternational Perspective. Farmingdale, Ncw York: Baywood 1981. 

15. Northcott HC, Lowe GS. Job and Gender Intlucnces in the Subjective 
Experience of Work, Research Note, Can Rev Sociol Anthropo/1987; 
24(1): 117-131. 

16. D'Arcy C, Syrotuik .I, Siddique CM. Perceived Job Attributes, Job 
Satisfaction and Psychological Distress: A Comparison of Working 
Men and Women Hum RelatiollS 1984; 37(8): 603-611. 

17. Golding J, Resnick A, Crosby F. Work Satisfaclion as n Function of 
Gender and Job Stress Psychol Women Q 1983; 7: 286-290. 

I S. Mackie M. Constructing Women and Men: Gender Socialization. 
Toronto: Holt, Rinehart and Winston 1987. 

19. Jurich NC, Halcmba GJ. Gender, Working Conditions and the Job 
Satisfaction of Women in a Non-lradilional Occupation: Female 
Correctional Officers in Men's Prisons Social Q 1984; 25: 551-566. 

20. MacKinnon C. Sexual Harassment of Working Women: A Case of Sex 
Discrimination. New I'(aven: Yale Universitv Press 1979. 

21. Gray S. Sexual Harassment: A Compensnbie Injury Can Dimension 
1985; Marchi April: 23. 

22. Van Loon R. Canadian Perspective: Learning from Our Experiencc, 
in: Evans RG, Stoddart GL, Eds., Medicare at Maturity: 
Achievements, Lessons and Challenges. Calgary: University of 
Calgary Prcss 1986. 

23. Guttmacher S. Whole in Body, Mind and Spiril: Holistic I-!calth and 
the Limits to Medicine Hastings CellIer Rep 1979; April: 15-21. 

24. Labonte R, Penfold S. Canadian Perspectives in Health Promotion: A 
Critique Health Educ 1981; April: 4-9. 

25. Navarro V, Berman OM, Eds., Health and Work Under Capitalism: 
An I nternational Perspective. Fl\rmingdllle, New York: Baywood 
1981. 

26. Navarro V. Crisis, Health and Medicine: A Social Critique. New York: 
Tavislock 1986. 

27. Gibb-Clark M. Well ness Program Can Miss Best Customers. Globe 
and Mail, (Toronto) 1987, May 22: IlI-B2. 

28. Kanter RM. Men and Women of the Corporation. New York: Basic 
Books 1977. 

29. Miller JC, Schooler ML, Kohn MI.., Miller KA. Women and Work: 
The Psychological Effecls of Occupational Conditions Am .I Sociol 
1979; 85( I): 66-94. 

30. Mannhelm B. Male and Female Induslrial Workers Work (Illd 
OCClIpatiolls 1983; 10: 413-436. 

31. Fee E, Ed. Women and Health: The Politics of Sex in Medicine. 
Farmingdale New York: Baywood 1982. 

32. Kenner C. No Timc for Women: Exploring Women's Health in the 
1930's and Today. London: Pandora Prcss 1985. 

33. Tuma JM. Impact of Changing Socinl Pressures Affecting Mothers 
New Orleans: Southeastern Psychological Association, 24-27 March 
1982. 

34. Will Siress Be a Drag on the Economy'/ Only Torts Will Tell. Globe 
and Mail, Report on Business Magazine (Toronto) 1987. 15 May: 12. 

S13 


